Psychosocial factors that influence men's help-seeking for cancer symptoms: a systematic synthesis of mixed methods research by Fish, J.A. et al.
 1 
 
Psychosocial factors that influence men’s help-seeking for cancer 
symptoms: A systematic synthesis of mixed methods research 
Ms Jennifer A. Fish*, BPsych (Hons)  
PhD Candidate, 
Flinders Centre for Innovation in Cancer,  
School of Medicine,  
Flinders University 
Postal address: GPO Box 2100, Adelaide, South Australia 5001  
E-mail address: fish0133@flinders.edu.au  
t +61 424 188817 
*Corresponding author 
 
Dr Ivanka Prichard, BBehSc (Hons), PhD 
Lecturer, Social Health Sciences, 
School of Health Sciences, 
Flinders University 
 
Dr Kerry Ettridge, BPsych (Hons), PhD  
Senior Research Officer,  
Population Health Research Group, 
South Australian Health & Medical Research Institute 
 
Prof Elizabeth A. Grunfeld, BSc, MSc, PhD 
Professor of Health Psychology, 
Faculty of Health & Life Sciences, 
Coventry University 
 
Prof Carlene Wilson, BA (Hons), PhD, MBA 
Cancer Council SA Chair in Cancer Prevention (Behavioural Science), 
Flinders Centre for Innovation in Cancer, 
School of Medicine,  
Flinders University 
 2 
 
Abstract 
Objective: Effectiveness of cancer control partly depends upon early identification and 
treatment. Men appear to be more likely to delay help-seeking for symptoms, resulting in 
later diagnosis. This review aims to provide a mixed research synthesis of the psychosocial 
barriers to and facilitators of help-seeking for cancer symptoms among men. 
Methods: Systematic methods were followed, including a predefined research question and 
search strategy. Searches retrieved 7131 international records from online databases: 
MEDLINE (n=3011), PubMed (n=471), SCOPUS (n=896), Informit (n=131), PsychINFO 
(n=347), and Web of Science (n=2275). Forty studies were eligible for inclusion in the 
review (25 qualitative studies, 11 quantitative studies, and four mixed-method studies).  
Results: There was strong observational evidence for several psychosocial barriers to men’s 
help-seeking behaviour: low cancer knowledge and inaccurate symptom interpretation, 
embarrassment and fear, and conformity to masculine gender role norms. The strongest 
facilitating factor associated with men’s help-seeking behaviour was encouragement and 
support of spouses and family members. The majority of research was qualitative and used 
small samples, making generalisations to the wider population difficult. 
Conclusions:  Men’s help-seeking for cancer symptoms is influenced by several 
psychosocial factors, which in part, may be gender-specific. Health promotion initiatives to 
improve help-seeking behaviour among men should aim to increase cancer knowledge, 
reduce embarrassment and fear, address social norms deterring timely help-seeking, and 
acknowledge informal help-seeking with spouses and family members. Increasing the 
theoretical grounding of research could aid cohesion across the research area and the design 
of effective health promotion interventions.  
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Background 
Cancer is one of the leading causes of death, with over 8 million cancer deaths 
recorded in 2012 [1]. The impact of cancer is significant, affecting individuals and families, 
as well as the broader community and healthcare system. Prevention strategies may reduce 
the burden of cancer, including early detection and treatment [2], which have been associated 
with improved prognosis [3]. Early detection may be achieved through asymptomatic cancer 
screening or early diagnosis following timely medical help-seeking for symptoms.  
There has been increasing concern regarding late diagnosis of cancer in men. 
Research has shown that a considerable proportion of men delay help-seeking for male-
specific cancers, including prostate [4, 5], testicular [6, 7], and penile [8] cancers. Although 
evidence has been mixed, some studies have also found men to delay medical help-seeking 
significantly more than women for non-gender specific cancers [9-12]. Consequently, there 
has been increased research interest in the medical help-seeking behaviour of men, as well as 
the psychosocial predictors of their help-seeking for cancer symptoms. 
Medical help-seeking behaviour has been conceptualised in a variety of ways [13, 14]. 
Stage process models of help-seeking theorise that help-seeking behaviour involves problem 
perception, problem appraisal, decision-making, and intentional action [14]. It has also been 
proposed that help-seeking must include interpersonal communication, which may be with a 
formal (i.e., healthcare professional) or informal (e.g., family or friends) source [13]. 
Theoretically, each stage of the help-seeking process is influenced by a variety of 
psychosocial factors that vary according to stage of process [14]. Psychosocial factors may be 
risk factors for delayed help-seeking (i.e., barriers) or protective factors for timely help-
seeking behaviour (i.e., facilitators) [14]. 
This paper conceptualises help-seeking according to the Aarhus statement [15], which 
was developed to guide the design and interpretation of research concerned with early 
diagnosis of cancer. The Aarhus statement defines the ‘patient interval’ as the time from 
when bodily changes/symptoms are noticed by an individual until the date of first 
presentation to a clinician. This time period is divided into an ‘appraisal interval’ and a ‘help-
seeking interval’. The help-seeking interval occurs from the moment a bodily 
change/symptom is interpreted as requiring medical advice until the act of seeking medical 
help with a healthcare professional. The help-seeking interval is therefore differentiated from 
the appraisal interval (i.e., individual detects and interprets bodily changes) but also 
subsumes it. This review considers psychosocial factors that impact on both appraisal and 
help-seeking intervals, but not the appraisal interval solely.  
Over the past decade a number of reviews have been published in this area. Although 
informative, previous reviews have predominantly been either too broad or narrow in scope. 
For example, Galdas and colleagues [16] reviewed factors that influence men’s health-related 
help-seeking behaviour. They found evidence from male-specific literature supporting 
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traditional masculinity as a key factor influencing help-seeking behaviour. Yousaf and 
colleagues’ [17] systematic review of barriers associated with men’s medical and 
psychological help-seeking found restricted emotional expression, embarrassment, anxiety, 
and fear to be the strongest barriers to help-seeking [17]. Both reviews impart insights into 
men’s health-related help-seeking behaviour broadly, but neither provides a comprehensive 
review of male help-seeking specifically for cancer symptoms. Arguably, help-seeking for 
cancer symptoms may be distinctive due to perceptions about disease severity and the 
ambiguity of some warning signs (e.g., fatigue and unusual weight loss). 
Other reviews have explored the factors influencing help-seeking for cancer 
symptoms, but have been narrow in focus. For instance, reviews have explored psychosocial 
factors associated with help-seeking without a gender analysis [18, 19], have examined male-
specific help-seeking for specific forms of cancer [20, 21], examined only qualitative 
evidence [22], or selectively examined the research literature (i.e., review was not systematic) 
[9]. In order to advance research, inform cancer prevention initiatives, and facilitate early 
diagnosis of cancer in men, a comprehensive systematic review is needed. Accordingly, the 
aim of this review was to present a mixed research synthesis of the psychosocial barriers to 
and facilitators of help-seeking for cancer symptoms among men. The primary research 
question was: what are the psychosocial factors that influence medical help-seeking for 
cancer symptoms in men? 
Methods 
The Preferred Reporting Items for Systematic Reviews and Meta-Analyses 
(PRISMA) statement was followed in reporting for this review [23]. The research question, 
concepts, search strategy, and selection criteria were predefined, and methods for data 
analysis, critical appraisal, and synthesis were outlined following confirmation of the types of 
research included in the review.   
Search strategy  
Research concepts were defined to examine the psychosocial factors that influence 
medical help-seeking for cancer symptoms in men, and included “cancer”, “help-seeking”, 
and “males”. A search strategy was developed in consultation with a medical research 
librarian to increase search sensitivity. The following search string was adapted for six core 
databases: (cancer* OR oncolog* OR tumour* OR tumor* OR carcinoma* OR malignan* 
OR neoplas* OR melanoma* OR sarcoma* OR leukemia* OR leukaemia*) AND 
(helpseeking OR help-seeking OR self-refer* OR patient delay OR patient lag OR delayed 
diagnosis OR awareness OR ((healthcare* OR care* OR help* OR service*) adj3 (seek* OR 
participat* OR acceptance OR uptake OR utilisation))) AND (men OR male OR males OR 
gender* OR manhood OR masculin*) AND LANGUAGE (English). Databases included 
MEDLINE (from 1946-), PubMed (excluding MEDLINE; from 1946-), SCOPUS (Social 
Sciences and Humanities subject areas; from 1823-), PsychINFO (from 1806-), Informit 
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(temporal coverage unknown), and Web of Science (SCI-EXP and SSCI; from 1900-). The 
search was performed on 12th March 2014. 
Selection criteria 
Studies were included if they examined real or anticipated help-seeking behaviour in 
the context of cancer symptoms, and investigated psychosocial factors associated with help-
seeking behaviour in men. Both gender comparative studies and studies sampling males 
exclusively were eligible for inclusion in the review, as well as studies using mixed-samples 
(e.g., prostate disease including prostate cancer) or sampling the general population. All 
methodologies and methods were included.  
For all searches, an automatic exclusion restricted papers to English language. Manual 
exclusion criteria included female-only studies, studies in which male specific results could 
not be extracted, studies with a majority of participants under the age of 18 years, case 
studies, reviews, commentaries, and conference abstracts. Studies that examined the pathway 
to treatment broadly were included; as well as studies that examined appraisal and help-
seeking intervals concurrently. Studies that examined the appraisal interval solely were 
excluded. In addition, studies that examined cancer prevention broadly or cancer screening 
solely were excluded.  
Study selection 
In total, 7131 records were retrieved from searches on MEDLINE (n=3011), PubMed 
(n=471), SCOPUS (n=896), Informit (n=131), PsychINFO (n=347) and Web of Science 
(n=2275; see Figure 1 for PRIMSA diagram). The number of records totalled 5873 following 
removal of duplicates. All titles and abstracts were screened for relevance according to the 
inclusion and exclusion criteria, resulting in 5686 being excluded. Of the 188 full-text articles 
assessed for potential eligibility, 152 were excluded with reasons recorded and 36 were 
included in this review.  
A forwards and backwards reference search was carried out on all included studies on 
MEDLINE, SCOPUS, and Web of Science, as well as searching of digital theses, reference 
lists of relevant reviews, and an author search. All titles and abstracts were screened for 
relevance according to the inclusion and exclusion criteria. An additional four articles were 
identified for this review through further searching.  
Data synthesis 
Data extraction and synthesis were conducted by the first author. All included studies 
were imported into NVivo 10 (QSR International Pty Ltd), and relevant findings were 
extracted and detailed according to research method (e.g., qualitative or quantitative; 
Supplementary Tables 1 and 2 respectively). For mixed-method studies, findings were 
extracted and reported according to the relevant method (i.e., qualitative or quantitative) [24]. 
Qualitative and quantitative findings were synthesised separately and according to factor type 
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(i.e., barrier or facilitator). A barrier was defined as a risk factor associated with delayed 
medical help-seeking, whereas a facilitator was defined as a protective factor associated with 
timely medical help-seeking. Qualitative and quantitative findings were integrated during 
interpretation and discussion. 
Critical appraisal 
Studies were critically appraised for methodological quality, using three adapted 
critical appraisal instruments specifically designed for each method. Items were 
predominantly taken from the Standard Quality Assessment Criteria for Evaluating Primary 
Research Papers from a Variety of Fields [25], supplemented with items and detail from the 
Evaluation Tool for Qualitative Studies [26], and guidelines provided by O’Cathain and 
colleagues [27]. An average quality rating score was calculated for each study (score range 0-
1) [25]. A score ≤.50 was considered low quality, and indicated a substantial number of 
checklist criteria had not been fulfilled. A score between .51 and .80 was considered medium 
quality and a score >.80 was considered high quality. To assess inter-rater reliability, a subset 
of included articles (n=13) were critically appraised by the first author and an independent 
research associate. A good level of inter-rater reliability was observed using a single-
measures intraclass correlation (ICC=.74, 95% CI [.35, .91]) [28]. To improve reliability, 
discrepancies in item scoring were discussed and appraisal instruments were revised by the 
first author, followed by independent critical appraisal for the same studies by both 
researchers. An excellent level of inter-rater reliability was found on the second set of scores 
(ICC=.86, 95% CI [.60, .96]), and the remaining studies were appraised for quality by the 
first author. Quality judgements are reported as supplementary information for synthesis and 
interpretation of findings. No studies were excluded or weighted in the results on the basis of 
quality scores.  
Results  
Forty studies were included in the review (25 qualitative, 11 quantitative, and four 
mixed-method). Methodological heterogeneity was high across studies. Qualitative evidence 
was extracted from 25 qualitative studies and three mixed-method studies (Supplementary 
Table 1). Qualitative research methods included interview (n=20), focus group (n=3), and 
focus group plus interview (n=2). Quantitative evidence was extracted from 11 quantitative 
studies and one mixed-method study (Supplementary Table 2). All quantitative research 
methods were observational; research methods included survey/ structured interview (n=11), 
and clinical data analysis (n=1). Research objectives and outcomes (e.g., recall of actual help-
seeking behaviour vs. anticipated help-seeking behaviour) differed across studies, and 
consequently, statistical and analytical heterogeneity were also high. The majority of articles 
were rated as medium quality (n=25), with 14 rated as high quality, and one qualitative study 
rated as low quality (Supplementary Tables 1 and 2). Higher quality ratings indicate more 
rigorous methodology and relevant results [29].  
 7 
 
The characteristics of the studies and samples were varied (Supplementary Tables 1 
and 2). Research was conducted in a range of locations, including Europe (n=29), Australia/ 
New Zealand (n=6), USA (n=4), and Iran (n=1). The majority of research conducted in 
Europe was done in the United Kingdom/Ireland (n=20), with the remaining studies 
predominantly conducted in high-income countries from Western Europe. Samples varied 
according to size (qualitative range: 6-115, quantitative range: 23-2208), gender (male-only 
n=24, mixed-gender n=16), age (range: 15-92+ years), cancer site (male-specific and non-
gender specific cancers), and diagnostic cut-off period (for retrospective studies). Ethnicity of 
participants was infrequently reported across studies.  
A range of psychosocial barriers and facilitators were associated with men’s help-
seeking for cancer symptoms (Supplementary Tables 3 and 4). Psychosocial factors were 
categorised according to themes: knowledge and awareness of cancer (i.e., previously 
knowing about cancer and symptoms), symptom recognition and interpretation (i.e., noticing 
and explaining bodily changes/symptoms), emotions (i.e., feelings towards a situation), 
attitudes (i.e., learned response to people and situations) and health beliefs (i.e., beliefs about 
health problems), coping processes (i.e., ways of dealing with stressors), social norms (i.e., 
group expectations about group members’ behaviour), social support (i.e., resources provided 
by others to assist with coping), family and relationship health, and health system factors 
(i.e., how a system operates and is perceived to operate by individuals) [30]. 
Qualitative synthesis 
Psychosocial barriers to help-seeking 
Knowledge and awareness of cancer symptoms were associated with men’s help-
seeking behaviour, with a low level of cancer awareness or knowledge associated with 
delayed help-seeking for cancer symptoms in twelve studies [6, 31-41]. This barrier was 
found across a range of cancer samples, including prostate [34, 36, 41], testicular [6, 32, 38], 
male breast [35], and head and neck [33] cancer. Low level of risk perception was also found 
to be a barrier in one study [40].  
Symptom recognition and appraisal were commonly found to influence men’s help-
seeking behaviour. Symptom mildness and/or a gradual progression in symptom were 
associated with delayed help-seeking in seven studies [32, 34-36, 42-44]. Another related 
barrier was symptom misattribution, with eight studies reporting that some respondents 
initially attributed their symptoms to benign conditions [32, 33, 38, 42-46]. Other symptom 
related barriers to help-seeking were uncertainty regarding symptom [38], sporadic symptoms 
[43, 46], low level of attentiveness to body or health [47], previous benign diagnosis [43], 
trivialisation of symptoms [41], absence of an additional symptom [43], and the location of 
symptom [46].  
Emotional factors were negatively associated with men’s help-seeking behaviour. 
Thirteen studies found feelings of embarrassment and/or shame to be barriers to help-seeking 
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for cancer symptoms [6, 31, 32, 34, 37, 38, 42-44, 46, 48-50], predominantly in male-specific 
cancers such as testicular [6, 32, 38, 42, 44, 46, 48] and prostate cancer [34, 37, 49, 50]. Fear 
and anxiety were associated with delayed help-seeking in seven studies [6, 31, 36, 40, 42, 44, 
51]. Specific fears reported across studies included: cancer [31, 36, 40, 44], health 
professionals [31, 36], examination [36, 42], treatment or treatment side effects [36, 42, 44], 
hospitalisation [36], and perceived hypochondria [42, 51]. Other concerns included 
examination in a sacred area of the body for Maori men [50], and body image in men affected 
by testicular cancer [32, 44].  
Attitudes and health beliefs were associated with men’s help-seeking behaviour. 
Conflicting responsibilities were associated with men’s delayed help-seeking in seven 
studies, suggesting a low prioritisation of health among some males [32, 40, 42, 43, 47, 50, 
52]. Five studies described employment as impacting on help-seeking [32, 42, 47, 50, 52]; 
men were aware of their symptoms but were too busy to visit the doctor, were too busy to 
detect symptoms, or there was pressure from within the workplace to continue working. One 
study reported family responsibility as impeding help-seeking [32]. Optimism was a barrier 
to help-seeking in seven studies; some men believed their symptoms would go away without 
intervention [32, 38, 40, 43, 46, 48, 50]. Other barriers to help-seeking were fatalism [31, 42, 
53], and beliefs that cancer affects older people [32, 38] or would never happen to them [54].  
Two coping strategies were associated with delayed help-seeking: denial [6, 38, 41, 53] and 
avoidant coping [36, 52].  
Social normative factors were frequently reported as barriers to men’s help-seeking. 
Thirteen studies reported at least one masculine gender role norm as inhibiting appropriate 
help-seeking behaviour [31, 36, 38-40, 42-44, 48-51, 55]. The most commonly reported 
masculine gender role norm influencing help-seeking was machismo [31, 36, 39, 40, 42, 49-
51]; men who wanted to appear strong and in control feared appearing weak if they sought 
help. Additional masculine gender role norms that negatively impacted on help-seeking 
behaviour were stoicism [43, 55] and self-reliance [31, 41, 43, 53]. The perception of health 
as a feminine issue also appeared to delay help-seeking for cancer symptoms among men in 
eight studies [31, 36, 39, 44, 47, 49, 51, 52]. Other social normative factors included 
difficulty with communication due to social norms [37, 40], taboos around men’s health and 
discussing health [38, 51], the marginalisation of men’s health [38], and social status of 
symptom (e.g., prostate symptoms were perceived as less serious than other symptoms, such 
as heart symptoms)  [36]. 
Two social support factors were found to influence men’s help-seeking behaviour. 
Emotional protection of others was found to be a barrier, with respondents indicating that 
they did not want to burden their families with a potential illness [34, 38]. Disclosing 
symptoms to others was a barrier in three studies [38, 41, 43], with friends reassuring 
respondents that their symptoms were normal or benign in two studies [38, 41].  
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Cultural factors were seldom explored across studies. Four of the included qualitative 
studies explicitly examined ethnicity as a factor related to help-seeking for cancer symptoms 
[37, 40, 50, 56]. Absence of culturally sensitive healthcare and information were found to 
inhibit help-seeking among Maori [50] and Aboriginal and/or Torres Strait Islander men [37]. 
Maori men affected by prostate symptoms reported reservations about being examined in a 
sacred area of the body and did not feel culturally safe in seeking help [50]. Machismo was 
reportedly a greater barrier to help-seeking for Irish men in comparison to White British men 
[40].  
Health system and service factors associated with delayed help-seeking included 
perceived lack of access [6, 41], inadequate culturally appropriate healthcare and information 
[37, 50], perceived long wait times and short appointments [31, 40], concerns about 
confidentiality [37], and concerns regarding loss of dignity or respect with healthcare 
professionals [31]. Two studies found respondents felt disconnected from health service 
providers (e.g., due to lack of attention from healthcare professionals) [31, 51]. Moreover, 
some men reported a previous negative experience with the healthcare system [31], or a low 
level of previous contact with the system [32, 53]. Financial cost was a barrier in one study 
[31]. 
Psychosocial facilitators of help-seeking 
The most frequently reported factor positively associated with men’s help-seeking 
behaviour was social support from spouses or family members, which was found to facilitate 
timely help-seeking in fifteen studies [32-34, 36, 38, 41, 44-48, 50, 51, 53, 57].  Similarly, 
disclosing symptoms to friends was found to facilitate help-seeking in three studies [38, 41, 
43]. In addition to social support, perceiving help-seeking as a social norm (e.g., where 
significant others are described as comfortable seeking help) was found to facilitate help-
seeking behaviour in one study [50]. 
Perceived symptom severity/prolonged symptoms were found to facilitate help-
seeking in twelve studies [32, 33, 36-38, 41, 43-46, 51, 57]. Changes in symptom [45], 
alternative explanation for symptom [43], previous benign diagnosis [43], and type of 
symptom [39] were also found to facilitate men’s help-seeking.  Furthermore, in support of 
the importance of cancer knowledge, seven studies found higher levels of cancer knowledge 
to facilitate timely help-seeking [32, 34, 36, 41, 42, 51, 56]. Knowledge was gained through a 
variety of channels, including informal knowledge through friends and family [32, 34, 36, 41, 
42], or a cancer-related death of a significant other [41]. 
Several family and relationship health factors were found to facilitate men’s help-
seeking for cancer symptoms. A belief in the importance of family health was found to be an 
enabling factor for Maori [50], African, and Afro-Caribbean men [56]. Perceiving the 
symptom to impact on a partner or family member [34, 50] and concern among prostate 
cancer patients over future sexual functioning [56] facilitated timely help-seeking for some 
men. 
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A small number of additional factors were positively associated with men’s help-
seeking. Contradictory emotional factors that facilitated timely help-seeking were lack of an 
emotional response to symptom or medical help-seeking [32, 47], as well as worry about a 
symptom [27]. Optimism/low risk perception was associated with timely help-seeking for 
cancer symptoms [43]. Health service and system factors found to facilitate help-seeking in 
men were having private health insurance [36], trust in expert assessment [47], and culturally 
appropriate healthcare (e.g., increasing clients’ perception of being culturally safe with 
healthcare professionals) [50]. 
Quantitative synthesis 
Psychosocial barriers to help-seeking 
A range of knowledge and symptom recognition factors were associated with help-
seeking behaviour across quantitative studies. A low level of cancer knowledge was 
associated with delayed help-seeking in men affected by penile cancer [8]. Symptom 
mildness and symptom misattribution were associated with help-seeking delay among men 
affected by testicular [58] and colorectal cancer [10]. Not being aware of a symptom also 
contributed to help-seeking delay in one study [58]. In one questionnaire study [59], 54% 
(n=101) of mixed-gender respondents who had noticed changes to a mole or freckle in the 
past year did not seek help, with men more likely than women to report being unsure what to 
do in response to the change.  
Emotions were also associated with men’s delayed help-seeking for cancer symptoms. 
Fear was a barrier to timely help-seeking in two studies [8, 60], with African American men 
more likely to report fear than White men (p<.01) [60]. In one study of men affected by 
colorectal cancer, a low level of concern about symptoms and concern about bothering health 
professionals were associated with help-seeking delay [10]. Embarrassment was associated 
with delayed help-seeking behaviour in men with penile cancer symptoms [8]. 
 Psychological barriers, such as attitudes and health beliefs, were associated with 
men’s help-seeking for cancer symptoms. Conflicting responsibilities or not having time to 
see a doctor were barriers to help-seeking for men affected by prostate [60] and colorectal 
cancer [10]. Optimism was associated with delayed help-seeking in two studies [8, 60], with 
African American men more likely than White men (p<.01) to believe a symptom would go 
away [60]. In one study, delayed help-seeking of nine months or more was found in men who 
held a belief that cancer is incurable (i.e., fatalism), a good appraisal of health status, and low 
levels of depression and state anxiety [61].   
Several quantitative studies explored intention to seek help for cancer symptoms, as 
well as anticipated barriers to help-seeking [62-64]. Symptom mildness, trivialisation of 
symptoms, embarrassment, and fear were associated with anticipated delays in help-seeking 
for urinary symptoms [62]. Specific fears included cancer, treatment, and treatment side 
effects [62]. Concerns about what a doctor might discover and wasting a doctor’s time were 
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also reported as barriers to seeking medical advice [63]. Other anticipated barriers included, 
perceived difficulty making an appointment with health-professionals [63], a negative 
attitude towards health professionals/system [62], and being ‘too busy to make time’ to see a 
doctor [64].   
Psychosocial facilitators of help-seeking 
Several varied psychosocial factors were associated with more timely help-seeking 
behaviour in quantitative studies. Encouragement or perceived support from a partner was 
associated with help-seeking behaviour in two studies [65, 66]. Information seeking was 
associated with more timely help-seeking behaviour (less than 3 weeks; p<.02) in men 
affected by prostate cancer [67]. In one quantitative study that explored intention to seek help 
for urinary symptoms, prostate cancer awareness and symptom severity were associated with 
intention to seek medical help [62].  
Discussion 
The aim of this paper was to review the psychosocial barriers to and facilitators of 
help-seeking for cancer symptoms among men. Overall, a range of psychosocial factors were 
found to influence help-seeking behaviour, with strong observational evidence for a number 
of emerging factors: the impact of symptom knowledge and interpretation, embarrassment 
and fear, conformity to gender role norms, and conflicting responsibilities. Almost all studies 
were considered of sound quality (medium to high quality), however, methodological 
heterogeneity was high across the included studies and integrated findings should be 
interpreted with caution. 
Symptom knowledge and symptom interpretation were frequently associated with 
men’s help-seeking behaviour across studies. Just under half of the included studies found 
evidence for an aspect of cancer knowledge or awareness to influence help-seeking behaviour 
[6, 8, 31-42, 51, 56, 62]. Low levels of cancer knowledge were associated with delayed help-
seeking, while a higher level appeared to facilitate timely help-seeking.  These findings are in 
line with non-gender specific [18, 19, 22] and female-specific research [68] that has found 
knowledge of cancer warning signs to influence help-seeking behaviour. This suggests that 
the significance of this factor is widespread and may not be gender-specific. Furthermore, 
symptom interpretation influenced men’s help-seeking behaviour. Perceived symptom 
mildness and misattribution were frequently recurring barriers [10, 32-36, 38, 42-46, 58, 62], 
with studies commonly finding respondents wrongly attributed cancer symptoms to benign 
illness and self-monitored symptoms until they were severe and required medical attention. 
Although symptom recognition is an important factor in help-seeking behaviour, behavioural 
research has indicated that symptom recognition is not always associated with seeking help 
among men and women [69, 70]. This suggests other psychosocial factors are likely to impact 
help-seeking intentions and behaviour, such as attitudes towards cancer [14, 70].  
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Overall, embarrassment [6, 8, 31, 32, 34, 37, 38, 42-44, 46, 48-50, 62] and fear/ 
anxiety [6, 8, 31, 36, 40, 42, 44, 51, 60, 62, 63] were dominant emotional factors negatively 
influencing men’s help-seeking for cancer symptoms. This is in line with the wider literature, 
in which fear of severe disease, medical consultation, and embarrassment has been associated 
with delayed health-related help-seeking in both men and women [17, 19, 22]. In this review, 
fear of embarrassment was predominantly reported in studies sampling men affected by 
cancers of the reproductive organs. Smith and colleagues [22] have also shown fear of 
embarrassment to be a barrier to help-seeking in both men and women, particularly for 
symptoms in a sexual area. A unique finding in this review was that embarrassment was often 
expressed concomitantly with masculine gender role norms and perceived gender differences 
in health and health behaviours across qualitative studies.  
Conformity to masculine gender role norms [31, 36, 38-40, 42-44, 48-51, 55] and 
perceived gender differences in health [31, 36, 39, 44, 47, 49, 51, 52] appeared to be 
important barriers to men’s help-seeking, which is consistent with the wider health-related 
help-seeking literature [16]. A considerable number of men indicated that masculine gender 
role norms influence decisions to seek help for medical symptoms. This was often related to 
perceptions of gender differences in health and health behaviours across qualitative studies, 
in which men considered medical help-seeking behaviour to be a feminine activity [31, 36, 
39, 44, 47, 49, 51, 52]. Women were commonly seen as knowing their bodies more 
intimately than men, to be more comfortable disclosing health issues, and to be more 
psychologically at ease seeking help for illness.  
These findings are in line with theories of masculine gender role socialisation and 
male help-seeking [71, 72], which propose men perceive social pressure to conform to 
dominant masculine gender role norms  (e.g., independence, control) that are in contrast to 
the help-seeking process [71, 72]. Deviation from dominant gender role norms may lead to 
gender role conflict, a psychological state that can lead to emotional, cognitive and/or 
behavioural problems [73], including risky health behaviours. Recent research has 
highlighted the importance of context for masculine gender role ideals [74]. It is theorised 
that masculinities interact with contextual factors, such as age, class, culture, and illness 
characteristics, to influence health behaviour [74]. This is illustrated by one qualitative study, 
where Irish men were found to be more reluctant than white British men to talk about cancer 
and health due to “macho” Irish culture, which was linked to historical and social contextual 
factors [40].  
Encouragement and support of spouses and family members was commonly 
associated with timely help-seeking behaviour [32-34, 36, 38, 41, 44-48, 50, 51, 53, 57, 65, 
66]. While this is in line with non-gender specific reviews [19, 75], this factor appeared to be 
distinctly gender-specific. For example, disclosure of a symptom to a healthcare professional 
was seen as a threat to masculinity, but disclosure to a female spouse was considered 
acceptable and non-threatening. Hale and colleagues [36] argued that pressure from female 
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partners to consult with a healthcare professional provides men with an acceptable excuse for 
help-seeking and may prevent men from feeling that their masculinity is compromised.  
The frequent disclosure of symptoms to female romantic partners also highlights the 
occurrence of informal help-seeking behaviour. During the help-seeking interval, it is 
proposed that an individual considers and selects an appropriate source of help based on level 
of personal comfort and/or consideration of knowledge [13]. Many men from the included 
studies appeared to consider women as knowledgeable and experienced in the health domain. 
As such, female spouses and family members may play an important intermediary or “gate-
keeper” role in men’s health by checking symptoms, collecting or providing information, 
prompting help-seeking, and maintaining gender role norms.  
 Men also commonly perceived conflicting responsibilities as inhibiting medical help-
seeking, which may indicate a low prioritisation of health [10, 32, 40, 42, 43, 47, 50, 52, 60, 
64]. Furthermore, some studies reported that work responsibilities impacted on the ability of 
men to seek help from a medical professional [42, 47, 50, 52]. The association between low 
prioritisation of health and delayed help-seeking behaviour has also been observed in women 
affected by cancer [76], suggesting that this factor may not be gender specific. Future 
research might explore conflicting responsibilities further by investigating the value of 
employment and health among men, and whether this is associated with conformity to 
masculine gender role norms.  
 Differences in results were also observed between qualitative and quantitative 
research studies. Across both qualitative and quantitative studies, evidence was found for the 
importance of cancer knowledge and symptom interpretation, conflicting responsibilities, fear 
and embarrassment. Evidence also emerged in qualitative research about the importance of 
social normative and health system factors, but these factors were not observed in 
quantitative research. Future research in men’s help-seeking could build on findings from 
qualitative research using quantitative methods to test the limits and generalisability of 
observations arising from the former. 
Limitations of existing research and future directions 
There is growing evidence of a number of psychosocial factors associated with men’s 
help-seeking for cancer symptoms, but there are significant limitations with existing research 
that limit the strength of this evidence. First, a majority (n=34) of studies included in this 
review explored factors associated with help-seeking through open-ended questions and 
reported descriptive results, and as such the predictive strength of emerging psychosocial 
factors are unknown [14]. The different goals of quantitative and qualitative research, and the 
associated epistemological frameworks, may explain why strong themes regarding social 
norms and masculinity were found across qualitative studies, but masculinity variables were 
not examined in the quantitative research. Validated measures focused on perceptions of 
masculinity and their impact on behaviour [77-79] could be utilised in future studies to test 
the predictive strength of masculinity variables in relation to real or anticipated help-seeking 
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for cancer symptoms. Furthermore, a mixed-method approach (i.e., using both qualitative and 
quantitative methods concurrently or sequentially) may assist in exploring the underlying 
processes involved in men’s help-seeking behaviour [80]. 
Second, research in this area has largely been independent of theory. Theoretical 
grounding provides a context for generating interventions that may redress problems with 
help-seeking. Evidence for an increasingly wide range of factors associated with help-seeking 
behaviour has emerged, therefore the application and testing of health behaviour models is 
required to identify the pathway of influence in order to assist with the design of effective 
health promotion interventions [14].  
Third, the two main research designs used across studies (i.e., retrospective and 
anticipated help-seeking designs) have limitations. Retrospective designs may have resulted 
in recall errors due significant time elapsed since initial symptom or diagnosis [14]. Also, 
several quantitative studies investigated anticipated barriers to help-seeking for hypothetical 
symptoms, which may not accurately reflect real barriers to help-seeking due to the influence 
of unforseen factors [14]. While these designs have limitations, they appear to be 
predominantly used due to ethical concerns regarding prospective designs. Future 
retrospective studies may include calendar landmarking instruments to improve accuracy of 
recall [14, 81], or use verification procedures.   
Finally, only a minority of included studies explored variation between different 
groups of men (e.g., based on ethnicity, age), limiting generalisability. The qualitative studies 
reviewed commonly used small samples, and only one quantitative study examined 
differences between men [60]. It is reasonable to propose that psychosocial factors associated 
with help-seeking behaviour in men may differ according to a variety of demographic or 
socio-cultural factors [71, 74]. For example, masculine gender role norms were found to be 
recurring barriers to help-seeking for cancer symptoms in men, but the reported role norms 
(e.g., machismo) are arguably Western traditional concepts [16].  
Despite these limitations, preliminary evidence suggests that cancer prevention 
initiatives to improve men’s help-seeking behaviour should aim to increase cancer 
knowledge, reduce embarrassment and fear, address social norms deterring timely help-
seeking, and acknowledge informal help-seeking. Cancer prevention strategies may attempt 
to address gender role norms deterring help-seeking by normalising or reframing men’s help-
seeking, or alternatively, by targeting health promotion messages at spouses and family 
members. An example of this approach is the Stand by Your Man campaign run in the UK, 
which asked women to encourage the men in their lives to increase their cancer knowledge 
and talk more frequently about health issues [82]. Future health promotion initiatives should 
consider targeting the range of psychosocial factors found to influence men’s help-seeking 
for cancer symptoms. 
Conclusion 
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This review provides an overview of psychosocial barriers and facilitators found to 
influence help-seeking for cancer symptoms among men. Cancer prevention initiatives to 
improve men’s help-seeking behaviour should aim to increase cancer knowledge, reduce 
strong emotions such as embarrassment and fear, and address social norms deterring timely 
help-seeking. Moreover, the design of cancer prevention interventions should acknowledge 
informal help-seeking with spouses and family members. Future research should examine 
variation between men, use statistical hypothesis testing based on factors emerging from 
qualitative research, and increase the theoretical grounding of research. 
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Supplementary Table 1. Outline of included studies and data extracted: qualitative research  
Authors  
(Year & Country) 
Sample Methods Results Quality 
rating 
Adams et al. [37]  
 
(2013, Australia) 
Qualitative aspect of study: 
 
N=38 
age range: 29-45 years 
general population 
ethnicity: Aboriginal and Torres 
Strait Islander (n=38) 
 
Focus groups  
n=20 (3 male-only groups, 1 
female-only group) 
 
Interviews 
n=18 (all male) 
Semi-structured interviews and focus 
groups 
 
Domains examined: 
-sexual and reproductive health issues 
-barriers to help-seeking for erectile 
dysfunction and prostate disease 
Barriers: 
-Lack of understanding regarding symptom 
-Difficulties in communication with other 
males, partner, and/or health professional  
-Shame/embarrassment 
-Concern about confidentiality and stigma 
-Inadequate culturally appropriate healthcare 
Facilitator: 
-Symptom severity 
Medium 
Anderson et al. [56] 
 
(2013, England) 
n=7 (all male) 
age range: 60-76 years (M=67) 
cancer site: prostate 
diagnosed within previous 3 years 
ethnicity: African (n=3) and Afro-
Caribbean (n=4) 
Semi-structured interviews  
 
Domains examined: 
-awareness of prostate cancer  
-perceptions of prostate cancer 
associated risks  
-cancer screening  
-factors influencing screening and help-
seeking 
Facilitators: 
-Recognising signs and symptoms of cancer 
-Importance of family health  
-Concern regarding future sexual 
functioning 
Medium  
Buckley & Tuama 
[31] 
 
(2010, Ireland) 
n=18 (3 male-only groups) 
age range: 50-70 years 
general population 
Focus groups 
 
Adapted from Eadie & MacAskill 
(2008) [55] 
Domains examined:  
-cancer awareness  
-help-seeking for cancer symptoms 
Barriers: 
-Low level of cancer knowledge 
-Perceived gender differences in health 
behaviours and health-seeking 
- Masculine gender role norms (e.g., self-
examination not masculine, self-reliance) 
-Embarrassment 
Medium 
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-health information campaigns -Fear (e.g., cancer, doctor) 
-Fatalism 
-Self-reliance (e.g., self-diagnosis, self-
medication) 
-Previous negative experience with health 
professional/system 
-Disconnection from health service 
providers 
-Concern over loss of dignity/respect 
-Perceived financial cost  
-Perceived long wait times  
Carbone et al. [32] 
 
(2009, Australia) 
n=11 (all male) 
age range: 28-44 years (M=35.3) 
cancer site: testicular  
diagnosed within previous 5 years 
Semi-structured interviews 
 
Domains examined: 
-early symptoms 
-duration of symptoms  
-factors influencing help-seeking  
-help-seeking experiences 
Barriers: 
-Optimism (e.g., symptom will go away) 
-Symptom misattribution 
-Low level of cancer knowledge 
-Belief that cancer affects older people 
-Symptom mildness 
-Conflicting responsibilities (e.g., family, 
work) 
-Low level of previous contact with health 
system 
-Embarrassment 
-Body image concerns (e.g., having testicle 
removed) 
Facilitators: 
-Informal cancer knowledge from family 
-Symptom severity 
-Prolonged symptoms 
-Comfortable help-seeking 
-Encouragement by partner or family 
member 
-Concern about symptom 
High 
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Carpentier et al. 
[48] 
 
(2011, USA) 
n=21 (all male) 
age range: 18-34 years (M=27.1) 
cancer site: testicular  
completed treatment within 
previous 3-36 months 
Semi-structured interviews 
 
Domains examined:  
-quality of life 
-impact of cancer (general) 
-impact of cancer on current romantic 
relationships and sexual relationships 
Barriers: 
-Embarrassment/discomfort disclosing 
-Optimism  
-Masculine gender role norms 
Facilitator: 
-Encouragement by partner 
High 
Carroll et al. [33]  
 
(2009, USA) 
n=24 (all male) 
age range: 45-74 years (M=59) 
cancer site: head and neck 
ethnicity: African American 
(n=24) 
Semi-structured interviews 
 
Domains examined:   
-patterns of tobacco use  
-cancer detection 
-treatment experiences 
Barriers: 
-Symptom misattribution 
-Low level of cancer knowledge 
Facilitators: 
-Prolonged symptoms 
-Encouragement by family member 
Medium 
Chapple & 
Ziebland [49]  
 
(2002, UK) 
n=52 (all male) 
age range: 50-85 years 
cancer site: prostate 
mixed stage of diagnosis 
ethnicity: White British (n=48), 
Caribbean (n=1), Nigerian (n=1), 
Indian (n=1), Former 
Czechoslovakia (n=1) 
Unstructured interviews 
 
Respondents were invited to tell their 
pathway to treatment story 
 
Domains examined: 
-factors influencing help-seeking 
-expectations of treatment 
Barriers: 
-Masculine gender role norms (e.g., 
machismo) 
-Perceived gender differences in health 
behaviours and health-seeking 
-Embarrassment 
Medium 
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Chapple et al. [42]  
 
(2004, UK) 
n=45 (all male) 
age range: 21-55 years 
cancer site: testicular 
mixed stage of diagnosis 
ethnicity: White British (n=43), 
Canadian (n=1), Former 
Czechoslovakia (n=1) 
Unstructured interviews 
 
Respondents were invited to tell their 
pathway to treatment story  
 
Domains examined: 
-factors influencing help-seeking delay 
Barriers: 
-Symptom mildness 
-Symptom misattribution 
-Masculine gender role norms (e.g., 
machismo) 
-Embarrassment 
-Fear (e.g., treatment, being seen as a 
hypochondriac) 
-Fatalism  
-Conflicting responsibilities (e.g., work) 
Facilitators: 
-Information via media or pamphlets 
-Cancer awareness and knowledge 
-Informal cancer knowledge from family 
and friends 
Medium 
Connolly  e al. [6] 
 
(2011, Ireland) 
n=100 
age range: 16-50 years (M=31) 
cancer site: testicular 
ethnicity: White (n=98), other 
(n=2) 
 
Interview 
 
Domains examined: 
-clinical characteristics 
-diagnostic delay 
-patient dependent delay 
-prior knowledge of testicular cancer 
-factors influencing patient dependent 
delay 
Of respondents (n=25) with a symptomatic 
interval exceeding the mean: 
Barriers: 
-Lack of awareness (n=11) 
-Fear (n=8) 
-Denial (n=6) 
-Embarrassment (n=3) 
-Lack of access to health professional (n=4) 
 
Medium 
de Nooijer et al. 
[54] 
 
(2001, Netherlands) 
n=23 (mixed gender: male n=10, 
female n=13) 
male age range: 24-61 years 
female age range: 35-75 years  
male cancer sites: testicular (n=5), 
colon (n=4), melanoma (n=1) 
female cancer sites: breast (n=6), 
colon (n=2), melanoma (n=5) 
Semi-structured interviews  
 
Respondents were invited to tell their 
pathway to treatment story  
 
Domains examined:  
-cancer awareness  
-experience of symptoms  
Barrier: 
-Belief that cancer would never happen to 
them 
Medium 
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-symptom appraisal  
-factors influencing help-seeking  
-first medical consultation 
Eadie & MacAskill 
[53]  
 
(2008, Scotland) 
n=57 (mixed gender: 4 male-only 
groups, 4 female-only groups) 
male age range: 40-70 years 
female age range: 40-70 years 
general population 
Focus groups 
 
Domains examined:  
-cancer awareness  
-help-seeking for cancer symptoms  
-health information campaigns 
Barriers: 
-Males more likely than females to deny fear 
of cancer and express fatalism 
-Females more likely than males to be 
familiar with healthcare services 
-Males (particularly rural) less likely than 
females to acknowledge health 
problems/symptoms 
-Males more likely than females to self-treat  
Facilitator: 
-Encouragement by family or friends 
High 
Emery et al. [43] 
 
(2013, Australia) 
n=66 (mixed gender: male n=28, 
female n=38) 
Mean age = 60.5 years 
cancer sites: prostate (n=14), 
breast (n=24), colorectal (n=20), 
lung (n=8) 
majority diagnosed in previous 3 
months 
Semi-structured interviews 
 
Domains examined: 
-clinical characteristics 
-initial symptoms 
-symptom appraisal 
-factors influencing help-seeking 
 
Of male respondents with longer (> 50 days; 
n=11) and shorter (<10 days; n=5) appraisal 
intervals: 
Barriers: 
-Symptom misattribution (n=11) 
-Symptom mildness (n=7) 
-Symptom progressed gradually (n=6) 
-Stoicism/machismo (n=6) 
-Intermittent symptom (n=5) 
-Absence of other symptom (n=4) 
-Self-reliance (n=4) 
-Previous benign diagnosis (n=3) 
-Optimism (n=3) 
-No symptom interference with work (n=3) 
-Embarrassment (n=2) 
-Competing demand (n=2) 
-Disclosure to others (n=1) 
Facilitators: 
High 
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-Symptom severity/subsequent symptom 
(n=8) 
-Disclosure to others (n=4) 
-Alternative explanation (n=1) 
-Previous benign diagnosis (n=1) 
-Optimism (n=1) 
Forbat et al. [34] 
 
(2014, Scotland) 
n=30 (all male) 
cancer site: prostate  
diagnosed within previous year 
 
In addition, 19 partners 
interviewed 
Semi-structured interviews  
 
Domains examined:  
-awareness of risk factors and 
symptoms  
-pathway to treatment  
-initial symptoms  
-factors influencing help-seeking 
-interaction with healthcare system  
-PSA tests 
Barriers: 
-Emotional protection of others 
-Embarrassment 
-Symptom mildness 
-Low level of cancer knowledge 
Facilitators: 
-Encouragement from partners and friends 
-Symptom impact on partner 
-Informal cancer knowledge from family 
and friends 
Medium 
France et al. [35] 
 
(2000, Wales) 
n=6 (all male) 
cancer site: breast 
treatment phase 
 
In addition, partners were invited 
to participate 
Unstructured interviews 
 
Domains examined: 
-physical experience of cancer 
-psychological experience of cancer 
-adjustment to condition 
-embarrassment about diagnosis 
-psychosocial support 
-impact of diagnosis 
Barriers: 
-Low level of male breast cancer knowledge 
-Symptom mildness 
Medium 
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Gascoigne et al. [44]  
 
(1999, Wales) 
n=6  (all male) 
age range: 20-59 years (M=39) 
cancer site: testicular  
 
In addition, four partners and one 
mother interviewed 
Semi-structured interviews  
 
Domains examined:  
-initial symptoms  
-symptom appraisal  
-pathway to treatment  
-factors influencing help-seeking 
-interaction with healthcare system 
-cancer awareness  
-normal health behaviours 
Barriers: 
-Symptom misattribution 
-Fear (e.g., cancer, castration) 
-Masculine gender role norms 
-Embarrassment 
-Body image concerns (e.g., having testicle 
removed) 
-Symptom mildness 
-Perceived gender differences in health 
behaviours and health-seeking 
Facilitators: 
-Encouragement by partners 
-Symptom severity 
High 
George & Fleming 
[51] 
 
(2004, Northern 
Ireland) 
n=12 (all male) 
age range: 50-60+ years 
cancer site: prostate  
symptomatic and asymptomatic 
males 
Semi-structured interviews  
 
Domains examined:  
-reasons for attending  a prostate 
service  
-attitudes towards healthcare services 
and help-seeking  
-prostate cancer awareness and 
knowledge  
-experience of service  
-experience following interaction with 
service 
-ideas for future health promotion 
initiatives 
Barriers: 
-Fear (e.g., cancer, being seen as a 
hypochondriac) 
-Masculine gender role norms (e.g., 
machismo) 
-Health as taboo subject for males 
-Perceived gender differences in health 
behaviours and health-seeking 
-Disconnection from health service provider 
Facilitators: 
-Cancer knowledge 
-Symptom severity 
-Encouragement by partners 
Medium 
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Hajdarevic et al. 
[47]  
 
(2011, Sweden) 
n=30 (mixed gender: male n=15, 
female n=15) 
Mean male age = 56 years 
(SD=14.9) 
Mean female age = 55 years 
(SD=15.2) 
cancer site: malignant melanoma  
diagnosed in previous 2 years 
Open-ended narrative interviews  
 
Domains examined:  
-initial symptoms  
-symptom appraisal  
-factors influencing help-seeking 
Barriers: 
-Males more likely than females to express 
low level of attentiveness to body and health 
-Males more likely than females to report 
conflicting work responsibilities 
-Males perceived gender differences in 
health behaviours and health-seeking 
Facilitators: 
-Males more likely than females to seek help 
following encouragement by partners or 
friends 
-Males more likely than females to seek help 
quickly due to lack of emotional response to 
symptoms 
-Trust in expert assessment 
High 
Hale et al. [36] 
  
(2007, England) 
n=20 (all male) 
age range: 51-75 years 
mixed sample: prostate disease, 
including prostate cancer 
diagnostic phase 
Semi-structured interviews  
 
Domains examined:  
-health history  
-initial symptoms  
-response to symptoms  
-contact with health services 
Barriers: 
-Perceived gender differences in health 
-Masculine gender role norms (e.g., 
machismo) 
-Low level of prostate knowledge 
-Avoidance of cancer knowledge due to 
anxiety 
-Social status of symptom 
-Fear (e.g., cancer, doctor, examination, 
hospitalization, and treatment side effects) 
-Symptom mildness 
Facilitators: 
-Symptom severity 
-Cancer knowledge gained by interpersonal 
communication 
-Encouragement by partners 
-Private health insurance 
High 
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Leydon et al. [52]  
 
(2003, UK) 
N=33 
 
Interviews 
n=17 (mixed gender: male n=5, 
female n=12) 
male age range: 45-74 years 
female age range: 35-66 years 
male cancer sites: bowel (n=1), 
prostate (n=1), lung (n=1), 
colorectal (n=1), stomach (n=1) 
female cancer sites: breast (n=6), 
ovarian (n=1), lung (n=1), 
leukaemia (n=2), colon (n=1), 
lymphoma (n=1)  
diagnosed in previous 2 years 
 
Focus groups 
n=16 (2 female-only groups, 1 
mixed-gender group: males n=2, 
females n=5) 
diagnosed in previous 2 years 
Semi-structured interviews  
 
Domains examined:  
-pathway to diagnosis  
-interaction with health system 
 
Focus groups 
 
Domains examined:  
-perceptions of healthcare system  
-barriers to accessing healthcare  
-financial and social costs  
Barriers: 
-Perceived gender difference in health 
behaviours and health-seeking 
-Conflicting responsibilities (e.g., work) 
-Reluctance to confront possibility of illness 
Medium 
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Mason & Strauss 
[21] 
 
(2004, UK) 
n=10 (all males) 
age range: 28-44 years 
cancer site: testicular 
Treatment phase 
Semi-structured interviews  
 
Domains examined:  
-history of symptoms  
-response to symptoms  
-pathway to treatment  
-masculinity 
Barriers: 
-Uncertainty regarding symptoms 
-Optimism (e.g., symptom will go away) 
-Symptom misattribution 
-Low level of cancer knowledge 
-Denial 
-Belief that older people get cancer 
-Emotional protection of others 
-Disclosure to friends 
-Embarrassment 
-Marginalisation of men’s health 
-Masculine gender role norms 
-Taboos around genital health 
Facilitators: 
-Symptom progression/severity 
-Disclosure to partners or friends 
-Encouragement from partners and family 
Medium 
O'Brien et al. [39]  
 
(2005, UK) 
n=55 (14 male-only groups) 
age range: 15-72 years (majority 
over 18 years) 
mixed sample: general population 
and men who had experienced ill 
health, including a prostate cancer 
group (n=4) 
Focus groups 
 
Domains examined:  
-experience of health-related help-
seeking  
-health-related discussion with other 
men 
Barriers: 
-Low level of cancer knowledge 
-Perceived gender differences in health 
behaviours and health-seeking 
-Masculine gender role norms (e.g., 
machismo) 
Facilitator: 
-Type of symptom (e.g., testicular lump) 
Medium 
 31 
 
Authors  
(Year & Country) 
Sample Methods Results Quality 
rating 
Ramos et al. [45] 
 
(2010, Spain) 
n=12 (mixed gender: males n=7, 
females n=5) 
male age range: 45-82 years 
female age range: 49-79 years 
cancer site: colorectal  
diagnosed in previous 12 months 
Semi-structured interviews  
 
Domains examined:  
-symptoms  
-symptom appraisal  
-response to symptoms  
-interaction with healthcare system  
Barrier: 
-Symptom misattribution 
Facilitators: 
-Prolonged symptoms or changes in 
symptoms 
-Males more likely than females to seek help 
following encouragement by partner or 
family member 
Medium 
Sanden et al. [46] 
 
(2000, Sweden) 
n=21 (all male) 
age range:  20-49 years 
cancer site: testicular 
post-treatment 
Semi-structured interviews  
 
Domains examined:  
-initial symptoms  
-response to symptoms  
-subsequent actions 
Barrier: 
-Optimism (e.g., symptom will go away) 
-Misattribution 
-Location of symptom (e.g., sexual organ) 
-Intermittent symptoms (e.g., pain) 
-Embarrassment 
Facilitators: 
-Encouragement from partner or family 
member 
-Symptom progression/severity 
Low 
Scanlon et al. [40]  
 
(2006, UK) 
N=115 (mixed-gender; male 
n=47, female n=68) 
age range: 35-75 years 
general population 
ethnicity: Irish (n=58), White 
British (n=57) 
 
Interviews 
n=32 (mixed-gender) 
 
Focus groups 
n=86 (25 mixed-gender focus 
groups) 
 
Focus groups 
 
Domains examined:  
-cancer beliefs  
-help-seeking behaviours 
 
Semi-structured interviews  
 
Domains examined:  
-factors influencing health  
-knowledge of cancer  
-beliefs about cancer prevalence  
-attitudes towards cancer prevention  
-experience with health services  
Whole sample 
Barriers: 
-Males had lower level of cancer knowledge 
than females 
-Males less likely to consider cancer risk or 
discuss cancer than females 
-Optimism (e.g., symptom will go away) 
-Fear (e.g., cancer) 
-Conflicting responsibilities 
-Perceived long wait times and short 
appointments 
 
Irish-specific 
Barriers: 
Medium 
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 -perceived factors influencing help-
seeking 
-Masculine gender role norms (e.g., 
machismo) 
Taghipour et al. 
[41]  
 
(2011, Iran) 
n=12 (all male) 
age range: 55-80 years (M=67 
years) 
cancer site: prostate 
Semi-structured interviews  
 
Domains examined:  
-beliefs and feelings regarding cancer  
-experience of cancer 
Barriers: 
-Low level of prostate knowledge 
-Perceiving symptoms as trivial 
-Denial 
-Self-reliance (e.g., self-monitoring, self-
medication) 
-Inaccurate advice from friends 
-Inadequate referral system 
Facilitators: 
-Death of significant other due to cancer 
-Symptom severity 
-Disclosure to partner or family member 
-Help of partner or family member 
-Informal cancer knowledge from family 
and friends 
Medium 
Tod et al. [55] 
 
(2007, UK) 
n=20 (mixed gender: male n=12, 
female n=8) 
age range: 47-81 years 
cancer site: lung 
majority diagnosed in previous 
six months 
 
Semi-structured interviews 
 
Domains examined: 
-factors influencing delay in reporting 
symptoms 
Barrier: 
-Stoicism 
High 
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In addition, 12 partners/friends 
participated in interviews 
 Vaartio et al. [57] 
 
(2003, Finland) 
n=8 (all male) 
age range: 42-64 years (M=53) 
diagnosed in previous 6-23 
months (M=11) 
cancer sites: melanoma (n=2), 
stomach (n=1), lung (n=1), 
Hodgkin’s disease (n=1), 
testicular (n=1), prostate (n=1), 
bladder (n=1) 
Semi-structured interviews 
 
Domains examined: 
-cancer experiences 
-intrapersonal resources 
-extrapersonal resources 
Facilitators: 
-Symptom severity 
- Encouragement from partner 
 
  
Medium 
Williams  et al. [50] 
 
(2003, New 
Zealand) 
n=20 (all male) 
age range: 40-70 years 
mixed sample: symptomatic of 
prostate disease (n=16) and 
asymptomatic (n=4)  
ethnicity: Maori (n=20) 
Semi-structured interviews 
 
Domains examined:  
-importance of health  
-accessibility of prostate cancer 
information  
-feelings regarding help-seeking  
-quality of life  
-treatment types  
-family health 
Barriers: 
-Inadequate culturally appropriate healthcare 
-Concerns regarding examination and 
treatment 
-Embarrassment/shame 
-Inadequate culturally appropriate 
information/ low level cancer knowledge 
-Optimism (e.g., symptom will go away) 
-Masculine gender role norms (e.g., 
machismo) 
-Conflicting responsibilities (e.g., work) 
Facilitators: 
-Culturally appropriate healthcare 
-Importance of family and family health 
-Encouragement by partner or family 
member 
-Symptom impact on family 
-Social norms (e.g., friends seeking help) 
Medium 
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Attard [58] 
 
(1985, England) 
n=23 (all male) 
cancer site: testicular 
Retrospective analysis of clinical cases 
 
Variables examined: 
-clinical characteristics 
-factors influencing delay in help seeking 
-factors influencing delay in treatment 
 
Patient delay contributed to treatment delay for six 
men: 
Barriers: 
-Did not think symptom was important as it was 
painless (n=3) 
-Attributed symptom to trauma (n=2) 
-Not aware of symptom (n=1) 
Medium 
Chojnacka-
Szawłowska et al. 
[61] 
 
(2013, Poland) 
N=301 (mixed sample: 
male n=115, female n=186) 
age range: 16–80 years 
(M=42, SD=12.2; majority 
over 18 years) 
cancer sites: breast n=140, 
bowel n=29, bronchial 
n=28, reproductive organs 
n=16, lymphoma n=15, 
head and neck n=15, gastric 
n=14, sarcoma n=6, 
laryngeal n=6, prostate n=8, 
urinary system n=4 
diagnostic phase 
Structured and unstructured interviews 
 
Measures: 
-State-Trait Anxiety Inventory 
-Beck Depression Inventory  
-Harris and Guten’s health appraisal 
scale 
 
Variables examined: 
-socio-demographic characteristics 
-clinical characteristics 
-symptom characteristics 
-cancer knowledge 
- health beliefs regarding curability of 
cancer 
-personal experience with cancer 
 
Respondents were invited to tell their 
pathway to treatment story 
Barriers: 
- Considerable delay (more than 9 months) was 
found in men who held a belief that cancer is 
incurable, a good/very good self-appraisal of 
health, low levels of depression and state anxiety 
(29.1%, n=35)   
Medium 
Douglass et al. [59] 
 
(1998, New 
Zealand) 
n=909 (mixed gender: male 
n=465, female n=444) 
sample age = 21 years 
general population 
Self-administered questionnaire  
 
Variables examined: 
-sun behaviour  
Of respondents who had noticed changes in a mole  
or freckle in the past 12 months (n=185),  54% 
(n=101) did not seek help 
Barrier: 
High 
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-sun protection 
-knowledge of melanoma 
-skin checking and help-seeking 
-help seeking for skin cancer symptoms 
-reasons for delay 
-Men were more likely than women to report being 
unsure what to do 
Fitzpatrick et al. 
[62]  
 
(1998, Ireland) 
n=280 (all male) 
age range: 40-69 years 
(M=53.7) 
general population 
 
 
 
Interview questionnaire 
 
Variables examined: 
-socio-demographic characteristics 
-willingness to attend a doctor with 
urinary symptoms  
-perception of attendance as urgent or 
important 
-awareness of prostate cancer 
-GP questioning about urinary symptoms 
-personal or family history of cancer 
81% (n=226) would see a GP if they developed 
urinary symptoms    
Facilitator: 
-Having heard of prostate cancer (adjusted 
OR=3.0, p<.01) 
 
56% (n=156) would see a GP, and considered it 
urgent and important  
Facilitator 
-Having heard of prostate cancer (adjusted 
OR=2.4, p<.05) 
 
25% (n=70) would see a GP, but considered it not 
important or urgent  
Barriers: 
-not important unless they had very severe 
symptoms with bleeding (44%) 
-merely an unimportant sign of ageing (23%) 
-embarrassment at attending a female GP with 
urinary complaints (3%) 
-fear of cancer and surgery (1.5%) 
 
19% (n=54) would not see a GP if they developed 
urinary symptoms   
Barriers: 
-dislike of doctors and hospitals (23%) 
-embarrassment (14%) 
Medium 
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-fear of side-effects of treatment (11%) 
-would only attend a GP if they had severe pain or 
bleeding (11%) 
 
Pedersen et al. [65] 
 
(2011, Denmark) 
n=910 (mixed gender; male 
n=423, female n=487) 
Mean male age = 64.2 years 
(SD=12.8) 
Mean female age = 59.8 
years (SD=14.7) 
cancer site: mixed 
Self-administered questionnaire 
 
Variables examined: 
-socio-demographic characteristics 
-clinical characteristics 
-family history of cancer 
-patient delay 
-social support 
-disclosure 
Facilitator: 
-Perceived partner support significantly reduced 
the likelihood of patient delay in men (adjusted 
RRR=0.54, 95% CI=0.34-0.85, p=.008) 
High 
Robb et al. [63]  
 
(2009, UK) 
n=2208 (mixed gender: 
male n=968, female 
n=1240) 
age range: 16-65+ 
(majority over 18 years) 
general population 
ethnicity: White (n=2064; 
93.5%), other (n=144; 
6.5%) 
Interview questionnaire 
 
Measures: 
-Cancer Awareness Measure 
 
Variables examined: 
-socio-demographic characteristics 
-awareness of cancer warning signs 
-anticipated delay 
-barriers to help seeking 
Barriers: 
-Difficult making an appointment (37%)  
-Not wanting to ‘waste the doctor’s time’ (36%)  
-Worry about what the doctor might find (34%) 
High 
Skeppner et al. [8] 
 
(2012, Sweden) 
n=59 (all male) 
age range: 37-63 years 
(Mdn=61.5) 
cancer site: penile 
treatment phase 
 
In addition, 36 partners 
interviewed 
Structured interviews 
 
Measures: 
-Hospital Anxiety and Depression Scale 
-International Index of Erectile Function-
5 
- Life Satisfaction-11 
 
Domains examined: 
Of men who delayed help-seeking more than 6 
months: 
Barriers: 
-Embarrassment (n=17) 
-Lack of knowledge (n=7) 
-Thought symptom would disappear (n=7) 
-Fear of severe disease (n=2) 
-Did not think symptoms could be something 
severe (n=1) 
Medium 
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-socio-demographic characteristics 
-clinical characteristics 
-initial symptoms 
-treatment seeking 
-sexual activity/function 
 
Sunny et al. [67] 
 
(2008, Sweden) 
n=219 (all male) 
age range: 50-80 years 
(M=71 years, SD=7.1) 
cancer site: prostate 
diagnosed in past 4 years 
Self-administered questionnaire 
 
Variables examined: 
-socio-demographic characteristics 
-clinical characteristics 
-information seeking 
Facilitator: 
-Men who obtained information from the internet 
were significantly more likely to delay help 
seeking less than 3 weeks  than men who delayed 
help seeking for more than 3 weeks (adjusted 
OR=3.2, 95% CI=1.2-8.7, p<.02) 
High 
Swetter et al. [66]  
 
(2009, USA) 
n=316 (mixed gender: male 
patient n=158, female 
spouses n=158) 
Mean male age = 63 years 
Mean female age = 59 years 
cancer site: melanoma 
diagnosed in past 3 months 
ethnicity: White (male 
n=97, female n=95), other 
(male n=61, female n=63) 
Self-administered questionnaire 
 
Variables examined:  
-socio-demographic characteristics 
-clinical characteristics 
-skin cancer examination 
-skin cancer awareness and attitudes 
-medical access 
-source of health information 
Facilitator: 
-80% of men agreed/strongly agreed that their 
female spouses ensured they went to see a 
physician  
Medium 
Talcott et al. [60]  
 
(2007, USA) 
n=555 (all male) 
age range: 41-70+ 
cancer site: prostate 
diagnostic phase 
 
ethnicity: Caucasian n=348, 
African American n=207 
 
 
Interview questionnaire 
 
Measure: 
Trust in Physician Scale 
 
Variables: 
-socio-demographic characteristics 
-clinical characteristics 
-screening history 
-access to care 
-health attitudes and beliefs 
7% of overall sample had symptoms but delayed 
for >3 weeks 
Barriers: 
-African American men more often reported that 
they “thought the problem would go away” (85% 
versus 70%, p<.01) 
-African American men more often reported fear 
(11% versus 7%, p<.01) 
-4% of both groups reported delay because “they 
did not have time” 
Medium 
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Authors (Year) Sample Methods Results Quality 
rating 
-trust in physician 
-factors influencing delayed help-seeking 
Waller et al. [64] 
 
(2009, England) 
n=1500 (mixed gender) 
age range: 18-55+ 
general population 
 
ethnicity: Indian n=467 
(males 50%), Pakistani 
n=333 (males 50%), 
Bangladeshi n=126 (males 
52%), Caribbean n=252 
(males 47%), African 
n=216 (males 48%), 
Chinese n=106 (males 
51%) 
Interview questionnaire 
 
Measure: 
Cancer Awareness Measure 
 
Variables: 
-socio-demographic characteristics 
-awareness of cancer warning signs 
-anticipated delay 
-barriers to help seeking 
Barrier: 
-Males significantly more likely than females 
(p=.02) to indicate they were too busy to seek help 
for symptoms across all ethnic groups except for 
the African groups 
 
 
High 
Young et al. [10] 
 
(2000, Australia) 
n=100 (mixed gender: male 
n=52, female n=48) 
age range: 43-92 years 
(M=70.4 years) 
cancer site: colorectal 
diagnostic phase 
 
In addition, relatives and 
caregivers interviewed 
Structured interview 
 
Domains examined: 
-symptom history 
-help seeking for cancer symptoms 
-factors influencing delayed help seeking 
patient delay >3 months (male n=16) 
Barriers: 
-Did not seek help until symptoms were severe 
(n=3) 
-Not concerned by their symptoms (n=2) 
-Misattribution (n=1) 
-Conflicting responsibilities (e.g., family) (n=1) 
-Concerns regarding bothering health professional 
(n=1)  
High 
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Supplementary Table 3. Summary of psychosocial factors associated with men’s help-seeking for cancer symptoms: qualitative evidence 
Themes Barriers Facilitators 
Knowledge and 
awareness 
Low level awareness/knowledge of cancer  [6, 31-41] Informal cancer knowledge of friends and family [32, 34, 36, 41, 
42] 
Low level of risk perception [40] Knowledge of cancer symptoms [42, 51, 56] 
  Death of significant other due to cancer [41] 
Symptom 
recognition and 
interpretation 
Symptom mildness/gradual progression [32, 34-36, 42-44] Symptom severity/progression [32, 36-38, 41, 43, 44, 46, 51, 57] 
Misattribution [32, 33, 38, 42-46] Prolonged symptom [32, 33, 45] 
Intermittent symptom [43, 46] Changes in symptom [45] 
Absence of additional symptom [43] Misattribution [43] 
Location of symptom [46] Previous benign diagnosis [43] 
Low attentiveness to health [47] Type of symptom [39] 
Previous benign diagnosis [43]  
Trivialisation of symptom [41]  
Uncertainty regarding symptom [38]  
Emotions Embarrassment/shame [6, 31, 32, 34, 37, 38, 42-44, 46, 48-50] Concern about symptom [32] 
Fear/ anxiety (e.g., cancer, treatment) [6, 31, 36, 40, 42, 44, 51] Lack of emotional response to symptom/help-seeking [32, 47] 
Body image concerns (e.g., removal of testicle) [32, 44]  
 Concern about examination [50]  
Attitudes and 
health beliefs 
Conflicting responsibilities/low prioritisation of health [32, 40, 42, 
43, 47, 50, 52] 
Optimism [43] 
Optimism (i.e., symptom will go away) [32, 38, 40, 43, 46, 48, 50]  
Fatalism (i.e., lack of control over outcome) [31, 42, 53]  
Belief that cancer affects older people [32, 38]  
Belief that cancer would never happen to them [54]  
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Themes Barriers Facilitators 
Coping processes Denial (e.g., lack of symptom acknowledgement) [6, 38, 41, 53]  
Avoidance (e.g., possible illness, cancer information)  [36, 52]  
Social norms Masculine gender role norms (e.g., machismo) [31, 36, 38-40, 42-
44, 48-51, 55] 
Help-seeking as social norm (i.e., significant others seek help) [50] 
Perceived gender differences in health/health behaviours (e.g., 
women have more health issues) [31, 36, 39, 44, 47, 49, 51, 52] 
 
Self-reliance (e.g., self-treat) [31, 41, 43, 53]  
Difficulty disclosing/communicating (e.g., due to social norms) [37, 
40] 
 
Taboos around health/discussing health [38, 51]  
Marginalisation of men’s health [38]  
Status of symptom (e.g., lesser than other health issues) [36]  
Social support  
 
Disclosure to others (e.g., inaccurate advice) [38, 41, 43] Encouragement by or support of partner/family member [32-34, 36, 
38, 41, 44-48, 50, 51, 53, 57] 
Emotional protection of others [34, 38] Disclosure to others [38, 41, 43] 
Family and 
relationship  
health 
 Importance of family health [50, 56] 
 Symptom impact on partner/family [34, 50] 
 Concern over future sexual functioning [56] 
Health system Lack of access [6, 41] Culturally appropriate healthcare [50] 
Disconnection from health service providers [31, 51] Private health insurance [36] 
Inadequate culturally appropriate healthcare and information [37, 
50] 
Trust in expert assessment [47] 
Perceived long wait times and short appointments [31, 40]  
Low level of previous contact with health system [32, 53]  
Concerns about confidentiality [37]  
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Themes Barriers Facilitators 
Concern about loss of dignity/respect with healthcare professionals 
[31] 
 
Previous negative experience with health system [31]  
Financial cost [31]  
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Supplementary Table 4. Summary of psychosocial factors associated with men’s help-seeking for cancer symptoms: quantitative evidence 
Themes Barriers Facilitators 
Knowledge and 
awareness 
Low cancer knowledge  [8] Information seeking [67] 
 Cancer awareness [62] 
Symptom 
recognition and 
interpretation 
Symptom mildness (e.g., painless) [10, 58, 62] Symptom severity [62] 
Misattribution [10, 58]  
Not aware of symptom [58]  
Trivialisation of symptom [62]  
Uncertainty regarding response to symptom [59]  
Emotions Embarrassment [8, 62]  
Fear/ anxiety (e.g., cancer, treatment) [8, 60, 62, 63]  
Concern about bothering health professional/wasting time 
[10, 63] 
 
Low level of depression and state anxiety [61]  
 Low level of concern about symptom [10]  
Attitudes and 
health beliefs 
Conflicting responsibilities/low prioritisation of health [10, 
60, 64] 
 
Optimism (i.e., symptom will go away) [8, 60]  
Fatalism (e.g., belief that cancer is incurable) [61]  
Negative attitude towards health professionals and system 
[62] 
 
Good self-appraisal of health status  [61]  
Social support   Encouragement/perceived support of partner [65, 66] 
Health system Perceived difficulty making an appointment [63]  
 
